are clear that multimorbidity has to be understood as a "complex adaptive systems response" to biobehavioural and socio-environmental networks. The authors argue that the design of integrative care delivery, an approach which is increasingly understood as vital in understanding underlying disease processes, in terms of their manifestation of a state of physiological dysregulation, is essential. This is, for Sturmberg et al, an essential "starting point" for shaping a care delivery approach that "more adequately addresses the underlying disease processes as the manifestation of a state of physiological dysregulation." 1 The authors assert that such a framework can "shape care delivery processes to meet 
| MULTIMORBIDITY: A SOCIOLOGICAL PERSPECTIVE OF SYSTEMS
In the first of the commentaries, Walker and Peterson 2 note the existence of a great tradition of studying health and illness from a systems perspective, understanding that for clinicians, and people with illnesses, a great deal can be learned through the process of mapping the interface of different sectors to understand the nature of conditions. The authors present a sociological approach to the understanding of multimorbidity, in order to gain a fuller insight into the experience of illness of people living with multiple coexisting conditions within the "greater social system of health and illness." They appeal to Parsons' notion of the "sick role," so as to present a systems concept through which a proper understanding of the role of physicians can be assimilated, alongside an understanding of illness as a social phenomenon that extends beyond the purely personal.
Walker and Peterson 2 also utilize the concept of habitas and that of structure and indeed agency, here ensuring that the reader gains a real sense of morbidities as being in their nature social and economic phenomena and being of themselves a broader means of understanding current social systems. The commentators posit that one particular option for patient coping with multiple conditions is to change identity and they proceed to describe their meaning. We agree that the physician and patient encounter in dealing with the multimorbid condition is problematic, because, as they point out, it "forces attention on competence and responsibility in that continuing encounter."
Indeed, much work remains to be done on how the therapeutic encounter can be developed with reference to such mutual responsibility. 4 the occurrence of multimorbidity may be causally related to a lack of health "both at the level of the individual and the level of the health care system and the community." As they rightly point out, current health systems are simply not designed to cope with the problem of multimorbidity and have historically been designed to focus on single, largely acute diagnoses and not the chronic sequelae of multiple co-occurring conditions. Indeed, an urgent focus on the problem and consequences of multimorbidity " … will need to be able to exist next to a single disease focus, because the fact that there are many persons with multiple diseases does not mean that there are no longer persons with single diseases." 4 We agree.
| MULTIMORBIDITY, CHRONIC DISEASE, AND COMMUNITY HEALTH SCIENCE
We move next to the commentary by DeHaven. we are experiencing will exacerbate and continue to spiral upwards in their severity.
| MULTIMORBIDITY AS THE MANIFESTATION OF NETWORK DISTURBANCES. FROM NOSOLOGY TO THE MEIKIRCH MODEL
In the fifth commentary within the current Forum, we come to the contribution by Bircher and Hahn. 6 For these commentators, it is certainly broadly justified to examine the problem of multimorbidity in the manner described by Sturmberg et al. 1 However, the commentators find one question so far unanswered. Is it needed and possible, they can be done, so that a range of options (by no means all of which will be strictly "medical") become available for discussion with the patient and from which a selection can be made on the basis of priorities for early action. As Bircher and Hahn 6 observe, the nature of the model is that it looks at health and the lack of it in the broadest sense and as part of a strong patient-physician relationship/partnership. As the commentators say, this renders a strictly nosological approach less discerning, though the viability of the model in practice will need to be tested through rigorous empirical and mixed methods research.
For sure, the Meikirch model as described, possesses, we feel, the potential to help make greater clinical sense of the vision advanced by 8, 9 following which Aron 7 stresses to the reader that "While we hold onto our magnifying glasses, we should not forget to reach for the 'minifying' lens which allows one to see a more whole picture." We agree wholeheartedly.
| TRANSLATING BIOBEHAVIOURAL RESEARCH ADVANCES INTO IMPROVEMENTS IN HEALTH CARE-A "NETWORK OF NETWORKS" APPROACH TO MULTIMORBIDITY
In the seventh commentary, Rohleder 10 and through the central nervous system, and that understanding these interactions of interconnected networks can explain currently not well understood issues of modern health care." 10 Rohleder reminds the reader that the extraordinary advances in biomedicine and health technology over the last 100 years or so have transformed the ability of medicine to deal with a range of issues and conditions that could simply not be easily dealt with in the past, and we believe that he is right to warn of the (increasing) dangers of super- shortly before concluding. Heng notes that the current era, which has seen the appearance of "big data-driven omics," has proven a "dou- (5) The common linkage among common diseases. As Heng 11 says, many issues need to be discussed in the context of adaptive systems and, for us, the paper by Sturmberg and associates 1 is a signal stimulus for such conversations.
| DISCUSSION
Sturmberg and colleagues 1 preface their thesis with a quote from Osler:
Variability is the law of life, and as no two faces are the same, so no two bodies are alike, and no two individuals react alike and behave alike under the abnormal conditions which we know as disease.
Ziegelstein, 12 from whom we also draw below, likewise quotes conditions. The development of such models, which by their nature take full account of comorbidity and multimorbidity, is being accompanied by the production of associated clinical guidelines to assist clinicians and health care policymakers in ensuring that the ideal of person-centered health care becomes an operational reality. Additionally, and apart from its major conferences and symposia, the ESPCH has embarked on the organisation and delivery of specific training programmes and masterclasses, which are specifically designed to upskill clinicians in the use of condition-specific guidance and who, following such training, are then able to return to their institutions as teachers, mentors, and leaders. Through such work, which is usefully informed by important studies of multimorbidity such as those being undertaken by Sturmberg et al, 1 the ESPCH has already been able to achieve demonstrable changes within the medical and health care culture, in the thinking of politicians and policymakers and in advising the health care industry in how best to make its own contribution to patient-centricity. [13] [14] [15] [16] [17] [18] [19] [20] As the ESPCH continues to grow rapidly, so 
